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“CLEAN, COOPERATIVE, 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons,””? 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy.in 127 chronic schizo- 
phrenics “‘the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.” 


In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. . .a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’ 
Many reports have indicated that Serpasil 


serpasil | 





(reserpine CIBA) ; 
! 
in high dosage for 


psychiatric patients 


CIBA 


SUMMIT, N.J. 2/2ee2m be 


AND COMMUNICATIVE” 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 


1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Sc. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 





Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elizir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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* 
skeletal muscle 
in spastic 
neurologic 
disorders 


(Zoxazolamine,t McNeil) 


Orally effective lissive 


By inhibiting spinal and subcortical polysynaptic transmission, FLEXIN 
curbs voluntary muscle spasm and hypertonicity for up to 6 hours with 
a single oral dose. 


sal 


“undoubted reduction in spasticity 
in 14 of 18 patients with spasticity states due to disease at a segmental 
spinal level. Of these, there were 10 with multiple sclerosis, 6 with 
transverse myelitis, and 2 with unclassified degenerative spinal cord 
disease. 
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“‘a decrease in muscular tone 
in 28 children with cerebral palsy. Diminished muscular tension was 
accompanied by improvement in functional abilities such as bathing, 
dressing, sitting, crawling and walking in 15 of these patients. 


(1) Rodriguez-Gomez, M.; Valdes-Rodriguez, A., and Drew, A. L.: J.A.M.A. 160:752 (Mar. 3) 1956. 
(2) Abrahamsen, E. H., and Baird, H. W., Ill: J.A.M.A. 160:749 (Mar. 3) 1956. 


Supplied: Yellow, scored tablets (250 mg.), bottles of 50. *T.M. U.S. Patent Pending 


Laboratories, Inc » Philadelphia 32, Pa. 


















“ANTABUSE appears to be the most effective 


means of treating the chronic alcoholic...” 






Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 


the correction of underlying personality disorders.”’ Bone, J. A.; J. Nat. M. A. 46:245 (July) 1954. 





“Antabuse” brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 


Complete information available on request 
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»§ mild depression 


DEXEDRINE” 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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No longer need the advantages of muscle 
relaxation during electro-convulsion therapy 
be foregone because of the disadvantage 
of prolonged effect. Speed of action 
and recovery are characteristics of for e. ied i 
‘Anectine’ medication. 


relaxation 


‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 


As with all relaxants, facilities for 
oxygen insufflation must be available when 
‘Anectine’ is given. When apnea does occur, 

its average duration is about 2 minutes. 


References: Wilson, W. and Nowill, W. K.: 
Southern Psychiatric Meeting, 1952. 


Holmberg, G. and Thesleff, S.: Am. J. 
Psychiat. 108:842, 1952. 


‘Anectine ..... 


SUCCINYLCHOLINE CHLORIDE INJECTION 


20 mg. in each ce. es 
Multiple-dose vials of 10 ce. 


Ready for intravenous injection. 
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For full information, write to — 


bral Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N. Y. 
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RAISE THE EMOTIONAL THRESHOLD 


against Serpasil ina LOW, ONCE-A-DAY* dose 

acts as a gentle mood-leveling agent 
everyday stresses... ...sets up a needed “tranquility bar- 
rier” for the many patients who, with- 
out some help, are incapable of 
dealing calmly with a daily pile-up of 
stressful situations. 


*As little as 0.25 mg. Serpasil or less once daily may frequently 
maintain the average patient who is being treated for emo- 
tional strain, anxiety and overexcitability...with a minimum 


ar] ® 
of side effects. 
TABLETS, 0.1 mg., 0.25 mg. (scored ), 1.0 mg. (scored), 2.0 mg. 
(scored), and 4.0 mg. (scored). ELIXIR, 0.2 mg. or 1.0 mg. per 
4-ml. teaspoon. 


(reserpine CIBA) 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in j 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—/full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FocAL TREATMENT—wnilateral and bilateral 
e Mono-PoLAR TREATMENT—vnon-convulsive or convulsive 
¢ BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 


BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
REFERENCES {N LITERATURE AND TEXT - BOOKS. 


| | REUBEN REITER, Se.D. , 
| am 38 WEST 48th STREET, NEW YORK 36, N. Y. 
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G.M.e  eSTIM, 


INDICATIONS 


For Sedative Treatment 


For Neuromuscular Diseases | 


For Cerebral Stimulation 


To initiate or taper off 


non-convulsive or convulsive | 


treatment 


| For pre-treatment and post- 
| treatment anxiety 


For post-convulsion 
restlessness 


For painful conditions 


For motor point stimulation 


the SedAc 


REITER’S NEUROSTIMULATOR 
EMPLOYS VERY SAFE 
HIGH FREQUENCY CURRENTS. 


Sede 


TRADE MARK 


THE REITER 
NEUROSTIMULATOR 


a new companion instrument which 
further establishes the versatility 
of the Reiter electrostimulator 
RC-47D. 





Now painless high frequency current 
treatments are possible with the SedAc 
used in conjunction with the Model RC- 
47D. A very small portion of the RC-47D 
current potential is used. A unique de- 
vice extracts only very high frequency 
currents which provide a mild stimula- - 
tory effect. Completely safe as well as 
painless, the SedAc treatments build 
patient confidence. The patient is awake 
throughout the treatment—no barbitu- 
rates need be administered. 


A glow indicator shows the relative 
amount of current entering the patient. 
A graduated control with three ranges 
of fineness is ‘provided. An exclusive 
feature of the Reiter SedAc NEURO- 
STIMULATOR is provision for a change of 
treatment to convulsive therapy. 


For use with the Model RC-47D elec- 
trostimulator; the SedAc instrument is 
housed in a matching walnut case. The 
cost of the SedAc is incomparably low 
—only $77.50 complete. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
































THORAZINE* 


helps to keep more patients out of mental hospitals 





With ‘Thorazine’ ‘‘more patients will be released after shorter periods 
of hospitalization and fewer patients will require re-hospitalization. 
More patients can be treated in the community, at clinics or in the 


psychiatrist’s office without being hospitalized at all.’”! 
‘Thorazine’ is available as the hydrochloride in ampuls, tablets and syrup; and as the base in suppositories. 
For information write: Smith, Kline & French Laboratories, 1530 Spring Garden Street, Phila. 1 


1. Hoffman, J.L.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955. 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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Practical Approach to Anxiety and its Concomitant 


Symptoms in Brief Psychotherapy 


IRVING M. ROSEN, M.D. 
Philadelphia, Pennsylvania 


This subject, because of its importance, is 
one of the most commonly encountered in 
medical literature. This relieves me of 
the chore of describing anxiety, of distin- 
guishing it from fear, and of discussing the- 
ories of its origin, For the purpose of this 
paper, anxiety is assumed to be a signal to 
the ego that something in the external world 
or within the person is wrong and must be 
restored to homeostatic normalcy. A large 
percentage of the people whom I have seen 
in my practice have, on the surface at least, 
been afraid of anxiety itself rather than of 
sexual or aggressive excitations. This cre- 
ates the situation, discussed by Jerome 
Frank' in 1946, in which symptom is etiol- 
ogy, where anxiety itself is one of the issues 
creating the symptom.. A precipitating event 
occurs in a predisposed individual and anx- 
iety develops along with a remarkable va- 
riety of physical and mental concomitant 
symptoms. Then this anxiety creates its 
own trouble. Fenichel* states that the anx- 
iety originally intended to prevent a trau- 
matic state actually induces one, and Freud’s 
statement is often quoted’ that the original 
source of a fire does not always cause the 
greatest damage, To make matters worse, 
each associated symptom sets off a trau- 
matic state of its own. Meanwhile, the be- 
leaguered ego is diverted from solving its 
original problem. 

We must, therefore, help the patient with 
the distracting element of anxiety. This is 
a specialized problem and it is not strange 
that the patient often cannot solve it with- 
out expert help. But the patient may sur- 





From Philadelphia State Hospital. 

Read in the Section on Private Practice at the 
112th annual meeting of the American Psychiatric 
Association, Chicago, May 1956. 


prise us by proving he can handle problems 
that are not so specialized once he has some 
idea of what is happening to him. In fact, 
it may constitute an insult to the ego of the 
patient for the doctor to assume that the 
patient is poor in his interpersonal or sexual 
relations when his ego may, in reality, be 
having trouble with the problem of anxiety, 
a medical problem. 


What happens to the patient when he de- 
velops anxiety? First of all, the very onset 
may be traumatic. Feelings are bizarre yet 
fascinating and they may occur in odd 
places; for example, in a barber’s chair or 
on a streetcar where the victim is doing 
nothing. Patients often say, “What I am 
worrying about can’t have anything to do 
with my symptoms because they come on 
when I am not worrying.” I have recently 
seen two patients with severe continuing 
anxiety states who were ruminating about 
the onset of their illness. In one case, the 
patient felt he had lost his memory while 
driving a car; the other patient had suddenly 
felt helpless and had lost her sense of orien- 
tation in space. Neither could overcome his 
dread of recurrence of the symptoms of on- 
set. Also the problem of ego control quickly 
asserts itself; the patient cannot prognose 
his ability to prevent himself from carrying 
out noxious acts. 


Intimately associated with anxiety is a 
wide variety of possible physical and cere- 
bral discomforts. There is not nearly enough 
time to discuss all the somatic symptoms 
which seem to emanate from muscles, G.I. 
tract, and cardiovascular system. It is well 
known that these symptoms lead to second- 
ary worries including fears of disease. The 
patient may act on these fears and try to 
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cure himself, for example, he may severely 
limit his activity in case of fancied heart 
trouble. Preoccupation with these symptoms 
may then on a third level cause constriction 
of social life and in fact withdrawal which 
obviously will have further bad conse- 
quences. Certain somatic symptoms center- 
ing about body orifices are particularly mys- 
terious to patients. For example, one pious 
woman, to her great dismay, invariably de- 
veloped sensations around the anus when she 
entered church. 


The brain as a source of concomitant 
symptoms interests me very much. It is an 
organ with many functions, any, a few or all 
of which may be disturbingly stimulated by 
the anxiety signal. Some people fear partic- 
ularly these cerebral symptoms, others fear 
more the somatic ones. I have seen psychi- 
atrists and psychiatric nurses thrown into 
sticky anxiety states by their fear of symp- 
toms which appeared to them similar to dis- 
turbances of schizophrenics they had seen or 
read about. On the other hand the insur- 
ance agent whose company pays off for phys- 
ical ills will fear symptoms that suggest fa- 
tal maladies, I do not dismiss the subject 
of choice of symptoms so glibly. There are, 
of course, a great many experiences during 
the individual’s life history which predis- 
pose him to one symptom or another and es- 
pecially is it important to consider a history 
of illness or death to early important figures. 


The brain may be stimulated by anxiety 
selectively, just as it may be stimulated by 
certain drugs in this fashion. Thus mesca- 
line appears to evoke hallucinations; corti- 
sone affects the mood; lysergic acid plays 
tricks with the thinking processes, space and 
time orientation, and the body image. It is 
instructive to consider some of the things 
the brain does and then to determine if these 
activities were increased, decreased, or dis- 
torted by anxiety. Emotions may be exces- 
sively controlled or labile or distorted to the 
point where anxiety emerges as doubt or ag- 
gressiveness. Auditory, visual or olfactory 
perceptions may somehow be affected to the 
point where the patient has hallucinations. 
I have seen two patients otherwise nearly 
normal who had the isolated symptom of 
hallucinations which seemed to go with a 


344 





NOVEMBER 


state of heightened anxiety rather than with 
a schizophrenic syndrome. One of these per- 
sons responded quickly with a feeling of re- 
lief and loss of hallucinations to a straight- 
forward explanation of what anxiety could 
do to her and was able within the first hour 
to bring forth the precipitating situation. 
Perhaps such cases should be called pseudo- 
schizophrenic neuroses. Patients complain- 
ing of space and time disorientation and of 
sensations of depersonalization may likewise 
be too quickly diagnosed schizophrenia. 
Symptoms alone should not determine diag- 
nosis; life history, the appropriateness of 
symptom to situation, and the amount of in- 
sight and judgment are more important, not 
only for diagnosis but for prognosis. 

The brain sees connections and associa- 
tions and this function may be increased or 
decreased leading either to feelings of ex- 
cessive coincidence in the environment or of 
unfamiliarity in common objects. I agree 
here that patients who complain of such 
symptoms are usually psychotic. The image 
of one’s body, the level of aspiration and 
self evaluation appear at times to be dis- 
torted leading to secondary anxiety and in- 
appropriate plans. Even one’s image of the 
other person is affected leading to contempt 
or awe, excessive concern or disregard to- 
ward others. The brain mediates memory 
and thinking which when affected give rise 
to bizarre feelings and interfere with prob- 
lem-solving. Thinking by the way involves 
such activities as abstraction, cognition, ex- 
perimentation, concept formation, evalua- 
tion, use of imagination and foresight, Many 
patients harbor morbid thoughts; one was 
haunted by the thought that she would kill 
her child. This need not be considered nec- 
essarily an expression of a wish or of hostil- 
ity to the child but rather a self torturing 
idea present to make anxiety more urgent. 
The safest interpretation might be to tell 
the mother that she is merely being stimu- 
lated by anxiety, that the best way to cause 
herself more anxiety is to think about the 
harm that may come to someone she loves. 
Of course in the back of this morbid thought 
may be some unconscious hostility toward 
the child but on the other hand the hostility 
may be displaced from such objects as hus- 
band or mother. 
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It would considerably impoverish our un- 
derstanding of anxious patients if we for- 
get the religious and moral functions of the 
brain. I have been interested recently in lis- 
tening to patients talking about loss of feel- 
ings of purpose, the sudden blotting out of 
what appears to be a teleological function. 
Some say a light has gone out inside or life 
has lost its meaning, One psychiatrist com- 
plained that all experience had for him lost 
its worth and value. In his fright he tried 
constantly but unsuccessfully to recapture 
with his intellect the missing feelings, He 
had been diagnosed obsessive-compulsive and 
had for periods of months withdrawn into 
his home. The explanation that a blotting 
out of value feelings was an associated symp- 
tom of anxiety was the most helpful inter- 
pretation given during his treatment, so 
helpful indeed that his diagnosis was most 
likely not obsessive but anxiety reaction. 
Sometimes the moral life of the patient is 
selectively disturbed, in which case he talks 
relevantly and appears normal but is not 
trustworthy to himself or others. When this 
occurs, his spouse may be compelled to act 
as his conscience. This is usually done in an 
atmosphere quickly muddled by fears of 
domination and role reversal and accusations 
of mental illness which the patient denies, 
with an accumulation of many secondary so- 
cial problems. The ego of the patient can be 
evoked as helper by studying with him what 
happens when he tries over a set time to live 
strictly up to the dictates of his conscience. 
In other words we take the position objec- 
tively at the outset at least that his con- 
science may be sick, not blameworthy. It is 
possible that a part of the success of Alco- 
holics Anonymous can be attributed to its 
symptom-directed techniques aimed at but- 
tressing a weakened conscience. Contrari- 
wise the functioning of the conscience may 
be accelerated by the presence of anxiety 
with resulting excessive feelings of guilt and 
responsibility, 

It is not difficult to see how a patient af- 
flicted with the above-mentioned symptoms 
might become involved in one vicious circle 
after another. The more intelligent he is, 
the more he will fear insanity or helplessness 
or a brain tumor. Some patients feel that 
their brains must simply wear out from its 
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constant harassment. Others spend much 
time testing themselves. Many keep asking, 
Why, why did this happen to me; why does 
everybody else look so healthy? And every 
time they ask the question, Why, they get 
another dose of anxiety. Read:ng the Book 
of Job might help if that book were eas-_er 
to understand. New vicious circles begin 
when the wife has to go to work or when 
the patient starts to drink or when he devel- 
ops an extreme sensitivity to all bodily sen- 
sations, even those that are associated with 
posture and hunger. He has withdrawn from 
social contacts and has now many little pho- 
bias, developed to avoid situations which re- 
mind him of the onset of his illness. This 
finding agrees with the opinion stated by 
Lief in a recent article’ that sensory associa- 
tions linked to the place of the onset of anx- 
iety may explain some phobias, He is get- 
ting involved with a variety of doctors and 
treatments and possibly with hospitals. He 
has new financial woes and has forgotten 
some of his special skills. The original prob- 
lems which precipitated the whole mess re- 
main unsolved. Sometimes special vicious 
circles necessitate hospitalization or organic 
therapy. A mother, highly disturbed by 
noting her neglect of her family, may need 
to be removed from the home. The shame.of 
being in a mental hospital or fear of the 
other patients, by constantly reinforcing the 
neurosis may occasionally stymie psycho- 
therapy and force some other kind of inter- 
vention. But for some people, the competi- 
tors and the envious ones, organic treatment 
sets off its own vicious circles by suggesting 
to the patient that he has a more serious ill- 
ness than he thought he had, or by making 
him feel stupid or anergic.° 

To give the patient the knowledge of what 
anxiety may do to its victim by serving as 
its own cause is to take a long step in the 
direction of helping him quickly. We should 
guard against the danger of diving too soon 
below the obvious surface complaints in an 
effort to seek out etiology, The more we 
know about the brain’s manifold duties, the 
more interest we will have in the patients’ 
present complaints. This means that the 
psychiatrist would do well to brush up on his 
knowledge of descriptive or structural psy- 
chology including the psychology of religion, 
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body image and self, thought and perception 
in addition to his knowledge of the psychol- 
ogy of ego defenses. And he should also an- 
ticipate the consequences and symptomatic 
pictures possible with diminution, heighten- 
ing, and distortion of these mental activities. 
I am not unmindful of the calculated risks in- 
volved in paying attention to symptoms. In 
an important paper Jerome Frank points out 
six dangers in symptomatic treatment before 
coming to the conclusion that such treat- 
ment is useful not only palliatively but as 
an aid to a more fundamental approach. The 
pitfalls of symptomatic therapy noted by 
Frank are as follows: The therapist may 
make the patient too comfortable with his 
symptoms or prescribed drugs to motivate 
change; he may neglect underlying issues; 
he may fall into a trap and be led away from 
the patients’ main problems, thereby losing 
the patients’ respect; he may confuse the 
patients by giving pills for psychic ills. 

Not all of the symptoms are unpleasant 
or evocative of trauma. In fact it would be 
traumatic to attack prematurely those symp- 
toms which are pleasant, useful, or give the 
patient a hobby with which to occupy him- 
self, or those which are appropriate and in 
a sense normal for certain real trap situa- 
tions. And there must be a reason not only 
for the precipitation of the anxiety syn- 
drome but also for the patient’s present sus- 
ceptibility to it. 

How can the therapjst help the ego to 
master its own anxiety signal? Quickly, we 
can attempt to eliminate the possibility of 
other illnesses, we can explain what we know 
about anxiety itself, and we can give certain 
kinds of advice, such as whether to rest or 
increase activity, to avoid or mingle with 
people, to get to a hospital or stay home, to 
take drugs for relief or not. While we might 
make a diagnosis, it is more important that 
we evaluate for the patient his ego control, 
that we try to estimate whether he will 
really faint or become insane. Should he 
continue to drive his car or not? Do we 
think the mother will kill her baby or not? 
The chances are that if the patient has not 
lost control up to now, he won't. 

It is important and often forgotten that 
even in brief psychotherapy there is a kind 
of working through since the patient will 
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have to discuss each one of the anxiety con- 
comitants that worry him. During all this 
ego buttressing, aspects of the patient’s orig- 
inal precipitating and predisposing problems 
will emerge and become available for solu- 
tion. 

Mental illness appears to spread within 
the individual in three ways: by horizontal 
increase in the number of anxiety concomi- 
tants, such as palpitation, anorexia, fatigue, 
or interference with thought; by accretion 
of new problems brought about by the orig- 
inal symptoms or the patient’s attempts at 
self-treatment; and by retreat of the ego, as 
Karl Menninger® recently conceptualized it, 
behind increasingly maladaptive defenses. 


Summary 


Fear of anxiety itself is the commonest 
presenting cause of anxiety, much more com- 
mon in my suburban practice than fear of 
sexual or aggressive excitations, Each sen- 
sation or discomfort associated with anxiety 
causes its own traumatic state. Indeed the 
very mode of onset of the condition brings 
its own peculiar trauma. When anxiety 
gives rise to bodily symptoms, the doctor is 
not likely to misinterpret them; but when 
the brain is the organ responding with symp- 
toms, the therapist may miss their import 
and mistake an anxiety reaction for a more 
serious condition. 
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Apnea in Succinylcholine-Modified Electroshock Therapy 


(A New Technic of Succinylcholine Administration Without Barbiturates) 


DAVID J. IMPASTATO, M.D. 
New York, New York 


I. Introduction 


Electroshock therapy (EST) has estab- 
lished itself as a specific treatment for mod- 
erate to severe psychotic depressions, It is 
also a potent modality for any psychosis of 
acute onset. In attempts to make this treat- 
ment safer and more acceptable to patient 
and physician, a number of modifications 
have been made,**:**:**** the most recent of 
which is succinylcholine dichloride (SCC), 
a muscle relaxant of brief duration which so 
effectively reduces the muscular force of the 
electroconvulsion that, with its use, frac- 
tures have been almost entirely eliminated. 
Additionally there is a marked diminution or 
complete elimination of convulsive move- 
ments and with administration of oxygen 
during treatment the work load on the heart 
is so reduced as to make it relatively safe to 
treat even poor risk cardiac patients. The 
administration of SCC carries with it prac- 
tically no risk except for apnea which in 
most cases is inconsequential, but in some 
instances may be very prolonged and might 
even lead to death.*' In view of this, knowl- 
edge of the causes of this type of apnea, its 
prevention, and its management are essential 
for the proper administration of this valu- 
able medicament. 


II. Causes of Apnea in Succinylcholine-modi- 
fied Electroshock Therapy. 


A. Factors Which Render the Patient Espe- 
cially Sensitive to Succinylcholine, 

SCC in moderate doses usually causes ap- 
nea of short duration from temporary pa- 
ralysis of the intercostal muscles and dia- 
phragm. Large doses may cause prolonged 
apnea of varying duration. The response of 
the patient to the drug is due to a number of 
factors such as high blood potassium,’ fever,” 
and the amount of circulating adrenalin.’ 
These enhance the effect of SCC. Response 
is also greatly dependent on the pseudo cho- 
linesterase in the plasma;‘ a low titer pro- 


longs and intensifies the effect of SCC.° Low 
titers may be found in severe anemia, liver 
diseases, cachexia, poisoning with anticho- 
line esterase substances, such as nerve 
gasses and some weak killers, Parathion and 
T.E.E.P., etc. It follows that such condi- 
tions be suspected and detected whenever 
possible and smaller doses of SCC used on 
these patients. Low pseudocholine esterase 
has been found in about one per cent of all 
patients;” and in a much larger percentage 
of patients showing prolonged apnea.® Al- 
though the presence of these factors deter- 
mine the response of the patient to SCC, in 
general the same dose usually produces the 
same degree of muscular weakness in the 
same patient. We have noted, however, that 
in some patients a moderately high dose is 
required to produce the same effect as the 
treatment progresses. This observation has 
also been made by others."® 

Prostigmin (neostigmin) and physostig- 
min (eserine), which are antidoes for d-tu- 
bocurarine and other curare derivatives, are 
not antidoes for SCC; in fact, they prolong 
its effect by inhibiting the plasma pseudo 
choline-esterase, and should not be used to 
combat apnea caused by SCC. 


B. Dosage and Rate of Administration of 
Succinylcholine. 

There is no schematic way to properly es- 
timate the effective and safe dose of SCC, 
and we agree with Steven et al.'*’ who em- 
phasize that “there is no fixed dose of SCC 
that can be used on all patients.” Estimates 
based on the weight, the muscularity, etc., 
of the patient, as well as standard doses 
given to each patient regardless of age or 
weight, are unphysiologic because the re- 
sponse of the patient to the drug depends 
on many factors other than weight, mus- 
cularity or age. Possibly the best way of 
estimating the therapeutic dose of SCC is 
to give the patient a small 5 mg. test dose 
(see below) and then estimate the therapeu- 
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tie dose on the response to the test dose. 
Many serious apneas will undoubtedly be 
avoided if this precaution is taken. 

Some workers administer SCC in 5 to 10 
seconds;'**’ while others in from 30 to 40 
seconds or longer.** When the SCC is given 
quickly, a much smaller dose is needed to 
produce the same degree of muscular relaxa- 
tion; when the SCC is given slowly, a larger 
dose is required to produce the same degree 
of relaxation and, in addition, the larger 
dose carries with it a greater risk of pro- 
ducing a prolonged apnea. 

A larger dose of SCC causes a longer ap- 
nea. Day’ found that with 50 mg. of SCC, 
apnea lasted 7'% minutes; with 40 mg., six 
minutes, and with 20 mg., three minutes. A 
similar observation on the direct relation- 
ship between the dosage of SCC and the du- 
ration of apnea was shown by a patient in 
whom 30 mg. of SCC caused apnea lasting 
five minutes, 20 mg. 2!» minutes, and 10 mg. 
two minutes."' 

Glover and Rosium,'* using SCC doses of 
from 5 to 20 mg. without barbiturates, had 
only one instance of apnea lasting five min- 
utes, which occurred in an alcoholic with an 
enlarged liver. Murray,'' also using small 
doses of SCC without barbiturates, had no 
apnea lasting longer than one minute, 45 
seconds in 543 patients. In contrast to this, 
Lewis et al.,** who ‘aimed at complete pa- 
ralysis,” using 20 to 80 mg. of SCC patients 
had periods of apnea lasting from 1! to 
11! minutes and in over 70 per cent the ap- 
neas lasted from 3!» minutes to 6!» minutes. 
These patients were also given an ultra- 
short acting barbiturate in relatively large 
doses, This illustrates vividly the tendency 
of large doses of SCC to produce prolonged 
apnea. 


C. Concomitant Use of Ultra-short Acting 
Barbiturates with Succinylcholine. 

Most workers use ultra-short acting bar- 
biturates with SCC. As is weli known, bar- 
biturates are strong respiratory depressants 
and capable of causing prolonged apnea,'*:'’ 
especially when used in large doses.*! There 
is danger in compounding a SCC apnea when 
barbiturates are used. For this and other 
reasons, Murray,'* Glover and Rosium,'’ and 
others advise against the use of barbiturates 
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with SCC. It must be said, however, that 
barbiturates have been extensively used with 
SCC and small doses have, in the main, 
caused little difficulty ,especially when these 
have been combined with small doses of SCC. 
The use of short acting barbiturates with 
SCC should not be discouraged, as they are 
helpful in the management of extremely anx- 
ious patients, and in patients who develop 
anxiety following SCC modified EST. Until 
recently I have used small doses of barbitu- 
rates in most cases without encountering 


any d:fficulty. 


D. Sensitive Respiratory Center. 

It has been shown in animals that, when 
large doses of SCC are given, the respiratory 
center is paralyzed. In cats, which devel- 
oped protracted respiratory failure following 
large doses of SCC, muscular tone returned 
before respiration; and recording of the ac- 
tion potentials of the phrenic nerve showed 
absence of stimuli from the respiratory cen- 
ter... Although suppression of the respira- 
tory center is in most cases due to overdose 
of SCC or indirectly to the presence of sen- 
sitivity factors, the possibility still exists 
that, in some patients, the center itself may 
be sensitive to SCC in the absence of sensi- 
tivity or overdose. This may explain the 
prolonged apnea produced by 4 mg. of SCC 
as reported by Robie.** 


E. Improper Oxygenation. 

Apnea may be prolonged by lack of oxy- 
gen and the resulting anoxia may produce 
cardiac arrhythmias and cerebral damage.*' 
The proper administration of oxygen with 
controlled assisted respiration, either with 
a resuscitator or manually, is essential to the 
successful management of patients with ap- 
nea, and especially those with prolonged ap- 
nea. 

Methods of oxygen administration during 
SCC modified EST vary.** Some investiga- 
tors oxygenate the patient before, during, 
and after the EST; others oxygenate the pa- 
tient as soon as the SCC has been given, con- 
tinue until the convulsion is initiated, and 
resume it at the end of a convulsion. Most 
observers administer the oxygen at the end 
of the convulsion. We have found the latter 
method the most convenient. When oxygen 
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is given prior to the convulsion and during 
the convulsion, the fit is unduly prolonged. 
This may be disadvantageous, especially 
when little modification of the fit has been 
obtained. With patients in good physical 
condition, there is no necessity of adminis- 
tering oxygen until the convulsion is over; 
on the other hand, in poor risk cardiac pa- 
tients as well as in pregnant women, admin- 
istration of oxygen prior to as well as at the 
end of the fit is of benefit. 


III. Prolonged Apnea 


Any apnea lasting more than five minutes 
may be considered prolonged. Prolonged res- 
piratory failure following SCC lasting from 
ten minutes to three days has been observed 
by a number of investigators. *:°:10:18:18)1%20,21,22 
Invariably these prolonged apneas have oc- 
curred in patients who had received large 
doses of SCC, from 20 to 80 mg. However, a 
few patients developed apnea following a 
small dosage—4 mg.** Most prolonged ap- 
neas are not necessarily dangerous, provided 
the patient is properly oxygenated through- 
out the apneic period. Adequate oxygena- 
tion in these patients is easy due to the com- 
pleteness of the paralysis which precludes 
laryngeal spasm. This, however, is only for 
the first few minutes of the apnea or until 
muscular power has returned, at which time 
laryngeal spasm may occur and proper oxy- 
genation may not be maintained in some pa- 
tients without an endotrachial airway. How- 
ever, it must be noted that intubation has 
been rarely needed following SCC modified 
EST. Prolonged apnea is best avoided by 
using small doses of SCC. 

Recently, Dr. Richard D. Kepner of Hono- 
lulu reported to me that a patient suffered 
from a 20 minute apnea following 20 mg. of 
SCC administered by another physician on 
the occasion of the first shock treatment. 
Had this patient been pretested with 5 mg. 
of SCC, this apnea may have been avoided. 
Some investigators use routine doses of 20 
mg. or more of SCC on all patients. If this 
had been Robie’s*’ practice, his patient who 
developed a severe apnea following 4 mg. of 
SCC would probably have died. It is strongly 
recommended that all patients be tested with 
5 mg. of SCC prior to the administration of 
the first EST. 
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IV. Treatment of Prolonged Apnea 

In the presence of prolonged apnea, the 
following procedure is recommended: 

1. Administer atropine, 1.2-2.4 mg. (1/50- 
1/25 grain) intravenously. 

2. Oxygenate the patient properly, prefer- 
ably with a positive-negative resuscitator. 

3. Ascertain whether respiratory failure 
is central or peripheral. Muscular move- 
ment or the presence of tendon reflexes in- 
dicate that the peripheral mechanism is in 
order and that the apnea is central; while 
absence of these signs implicates the periph- 
eral mechanism—diaphragm and _intercos- 
tals or airway. 

4. In the presence of paralysis of the re- 
spiratory center, administer lobeline 10 mg., 
or coramine 5 cc, or metrazol 5 ce, intra- 
venously. Electric stimulation with the uni- 
directional machine to induce respiration 
may be tried by placing the two electrodes 
on the temples near the front of the ears and 
applying very brief bursts of current up to 
10 ma. for a second or two. This may be 
repeated several times until the patient be- 
gins to breathe. 

5. If the paralysis is peripheral, give 
whole blood or a concentrate of plasma pseu- 
docholine esterase intravenously. 

6. Estimate serum potassium and sodium. 
If a high potassium level is found, adminis- 
ter sodium lactate 1000 cc of 1/6 molar solu- 
tion, intravenously. If potassium level is 
low, administer 0.3% potassium chloride so- 
lution at a rate of 100-120 drops per min- 
ute.** 

If EST is to be resumed in a patient who 
has suffered a prolonged apnea, proceed by 
omitting the barbiturate altogether, increase 
the atropine and reduce the dose of the SCC 
to '~ or less of the dose that produced the 
apnea. If the patient has not been tested 
previously with the 5 mg. test dose of SCC, 
this should be done and the therapeutic dose 
based on the test response. 


V. Our Method of Administration of Suc- 
cinylcholine in Electroshock Therapy. 


We have given SCC to approximately 200 
patients without encountering prolonged ap- 
nea, fractures or other complications. Our 
methods of treatment are as follows:**** At 
the time of the first treatment, a test dose 
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of 5 mg. of SCC is given without any other 
drug to test the patient’s muscular and re- 
spiratory responses.** When properly man- 
aged, the patient does not develop anxiety 
from this test. Usually, the respiratory and 
muscular responses to a dose of SCC are of 
equal degree. However, in a few patients a 
discrepancy occurs and there may be a se- 
vere respiratory paralysis with little muscu- 
lar paralysis, or vice versa. If, there is a 
strong respiratory depression with little 
muscular response, the therapist must choose 
between a possible prolonged apnea if he 
gives a dose sufficient to cause profound pa- 
ralysis, or risk a possible orthopedic trauma 
with a dose causing insufficient muscle weak- 
ness. I always choose the latter course be- 
cause the danger of fracture under these cir- 
cumstances is small, while the danger of pro- 
longed apnea with possibility of a disaster’’ 
is greater. 

According to the test response, the patient 
receives the smallest possible therapeutic 
dose of SCC to achieve the degree of mus- 
cular paralysis required which dose is main- 
tained, lowered, or raised as necessary on 
subsequent treatments. Our dosage of SCC 
has varied from 5 to 20 mg.—with most pa- 
tients receiving from 10 to 15 mg. At the 
first treatment, the estimated therapeutic 
dose, in the same syringe containing 0.8 mg. 
(/75 of a grain) of atropine sulphate, 50 to 
75 mg. of thiamylal (Surital) or 100 to 150 
mg. of thiopental (Pentothal), is injected 
quickly within five to ten seconds, two to 
three minutes following the test dose. Within 
ten to fifteen seconds following the thera- 
peutic SCC injection, the EST is given. At 
the end of the clonic phase oxygen under 
pressure is given until the patient is breath- 
ing spontaneously. We have aimed at only 
a 50 to 75 per cent reduction of muscular 
power rather than a complete paralysis as 
we feel that this is sufficient to avoid prac- 
tically all fractures. Using this technique, 
we have had only a few apneas lasting more 
than two minutes. In many patients, there 
was no need of oxygen as they breathed 
spontaneously following the convulsion. This 
experience matches that of other workers 
who also use small doses of SCC.'*:'"** In all 
our patients we rarely had to use the oral 
airway and have never had recourse to in- 


350 





NOVEMBER 


tubation. Although no fractures occurred in 
our patients, Murray’ in 573 patients, re- 
ported a fracture following 10 mg. of SCC 
given to a patient with chronic rheumatoid 
spondylitis, and Glover and Rosium,'° in sev- 
eral hundred patients, had an infracture of 
the neck of the humerus. In patients with 
existent fractures, osteomalacia or spondyli- 
tis, we have not hesitated to give SCC in 
doses sufficient to cause a more or less com- 
plete paralysis and have assumed the risk of 
prolonged apnea. None has occurred in the 
few patients we have so treated. 

In debilitated, chronically ill patients, in 
alcoholics, and those with liver disease, 
treatment should begin with smaller doses 
of SCC than estimated and also possibly with 
a unidirectional machine so as to produce a 
soft convulsion. The dose of SCC can be 
subsequently adjusted to the response of the 
first treatment. 

Recently I have begun to use SCC without 
barbiturates as advised by Murray" and oth- 
ers. I formerly had used SCC with barbitu- 
rates***" on the assumption that all patients 
treated with SCC without a barbiturate de- 
veloped anxiety.'"'****" Apparently this is 
not so, and many patients can be successfully 
treated with SCC alone.'':'’ The omission of 
the barbiturate minimizes the possibility of 
prolonged apnea and removes the possibility 
of side effects of the barbiturate itself, such 
as a pulmonary edema, vomiting, aspiration, 
pneumonia, etc. A disadvantage of SCC 
alone is that, if not properly administered, 
the patient will become anxious and possibly 
refuse further treatment. In addition, there 
is also moderate increase in post treatment 
restlessness. 

More recently I have developed a new 
technic of administering SCC without us- 
ing barbiturates. The disadvantages of ad- 
ministering SCC without barbiturates are: 
(1) the patient may develop anxiety if the 
EST is not given within ten seconds or so 
from the end of the SCC injection, and (2) 
the interim is insufficient to allow full para- 
lytic effect of the SCC to develop. I have 
overcome both of these disadvantages by in- 
jecting the SCC without barbiturates in the 
usual manner, waiting ten seconds, then giv- 
ing a petit mal stimulation, which does not 
produce a convulsion, but does effectively ob- 
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literate the memory. Twenty to thirty sec- 
onds after the petit mal the grand mal is giv- 
en. This technic produces complete amnesia 
without anxiety, full paralytic response with 
minimal doses (10 mg. or less) of SCC and 
practically no apnea, 


VI. Summary. 

1. Apnea is a serious problem in electro- 
shock therapy as it might result in a fatality. 

2. It is enhanced by barbiturates. 

3. The larger the dose of succinylcholine 
chloride, the greater the danger of apnea. 

4. Prolonged apnea is usually caused by 
high doses of succinylcholine. 

o. Factors which render patients espe- 
cially sensitive to succinylcholine have been 
discussed. 

6. There are two schools of thought re- 
garding succinylcholine administration. One 
school believes in anesthetising the patient 
and using large doses of succinylcholine to 
produce complete muscular paralysis; a pro- 
cedure often accompanied by prolonged ap- 
nea. The other school believes in small 
doses of barbiturates or no barbiturates at 
all, and small doses of SCC, producing only 
00 to 75 per cent reduction of muscular 
power. With this method, serious apnea is 
very rarely produced. We recommend the 
latter method. 

7. Our methods of treatment and a new 
technic in administering succinylcholine 
without barbiturates are described. 

8. A test dose of 5 mg. of succinylcholine 
at the time of the first electroshock treat- 
ment is strongly advised for all patients. 

9. An outline of steps that may be taken 
in the treatment of prolonged apnea is given. 

10. Recommendations are made as to how 
to proceed following a successful outcome of 
prolonged apnea. 


Author’s Note: Succinylcholine dichloride (SCC) 
used in this study is manufactured by Burroughs 
Wellcome & Co., Inc., under their trade name Anec- 
tine and was generously supplied by Dr. William 
P. Colvin. 
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Management of the Side Effects of Reserpine and 
Combined Reserpine-Chlorpromazine Treatment 


NATHAN S. KLINE, M.D., JOSEPH BARSA, M.D., and ERNEST GOSLINE, M.D. 
Orangeburg, New York 


The widespread use of reserpine and chlor- 
promazine, either individually or in combi- 
nation has brought to attention the need for 
handling the side effects which these drugs 
sometimes induce. The greatest problem in 
this respect is not in the state hospitals 
where the side reactions constitute, as a rule, 
nothing more than annoyances. It is in pri- 
vate practice that some of the concurrent re- 
actions make it extremely difficult for the 
patient to function adequately in his usual 
setting. Because of the frequent use of 
these drugs by general practitioners for mi- 
nor psychiatric conditions, it is important 
to present the material on the management 
of side effects gained in the treatment of 
many thousands of such patients. The ex- 
tent to which the drugs are currently being 
used to replace barbiturates is indicated by 
the fact that in one of the major pharmaceu- 
tical houses the sale of barbiturates has 
dropped off approximately one-third in the 
past two years and the anticipation is that 
the drop will continue. 


From Rockland State Hospital, Orangeburg, N. Y. 
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The ideal method for managing side ef- 
fects of a drug is to replace it with another 
drug which does not have side effects. We 
are currently working with a number of 
preparations which it is hoped may eventu- 
ally provide substitutes for the present med- 
ications and at the same time be equally ef- 
fective. Up to the present, however, evi- 
dence is not conclusive that any of these 
preparations will do this. We are probably 
at much the same stage that we were in the 
treatment of infections at the time when 
prontosil, sulfanilamide and _ sulfathiozole 
were the methods of choice. These have all 
been replaced by more effective and less 
toxic preparations and although it is prob- 
able the same will occur with the current 
compounds, there may be a lapse of several 
years and it is therefore felt justifiable to 
present our experiences until more efficient 
pharmaceuticals are available. 

We are currently completing a number of 
studies to help clarify the indications for 
reserpine, chlorpromazine, and combined res- 
erpine-chlorpromazine. We felt that it would 
be unwise to present a summary of the 





1956 


toxic effects of the two drugs within the 
confines of a singie paper, since the implica- 
tion might be drawn that one drug was to 
be preferred over the other because of differ- 
ences in side effects. This is certainly a 
factor in determining the choice of medica- 
tion but this cannot be considered by itself 
aiid until we are also able to give the positive 
indications with some degree of certainty, it 
seemed wiser to confine ourselves to the drug 
with which we were more familiar and had 
had the longer experience. We have in- 
cluded a brief mention of the combination 
of reserpine and chlorpromazine but this is 
because we believe that the mode of action 
is primarily that of reserpine (with chlor- 
promazine acting as a potentiater). The dif- 
ference between reserpine alone and com- 
bined reserpine-chlorpromazine are also re- 
ferrd to in this paper. 

In presenting the side effects, we have 
divided these into organic and psychological 
and within each group have in a general way 
listed the side effects in order of their fre- 
quency. We have not attempted to give sta- 
tistical or percentage approximations of the 
incidence of each side effect but to lay stress 
upon the management of the symptoms when 
they do occur. Undoubtedly, there exist 
other side effects which we have not de- 
scribed but it is our feeling that their rela- 
tive frequency is not great, and the follow- 
ing descriptions should prove adequate in the 
great majority of patients. 


Physical Side Effects 


1. Generalized Tremulousness. This is dis- 
tinct from the typical parkinsonism, which 
is described later. Whether it is of extra 
pyramidal origin remains an open question 
but certainly the large majority of patients 
do suffer from this symptom. In the man- 
agement of this condition, we have found 
benztropine methanesulfonate (Cogentin, 
manufactured by Sharp & Dohme) to be the 
drug par excellence in the handling of this 
condition. One mg. twice a day is our usual 
dose. The drug seems so effective in this re- 
spect that we ran a separate experiment in 
which it was demonstrated that benztropine 
methanesulfonate, in a series of 15 patients, 
did have a definite sedative effect when used 
by itself but did not bring about the psy- 
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chiatric improvement which occurs with 
both reserpine and chlorpromazine. We also 
have used glutethimide (Doriden, manufac- 
tured by Ciba Pharmaceutical Products) in 
a number of cases. It was demonstrated 
that this drug, too, was effective in the man- 
agement of this side effect but that the benz- 
tropine methanesulfonate was superior. 


2. Hypotension. In the original study,’ it 
was demonstrated that even with small doses 
of one mg. that reserpine tended to lower 
blood pressure in hypertensives, normoten- 
Sives and patients already hypotensive. In 
most cases, even though systolic and dias- 
tolic pressures were extremely low, the pulse 
pressure maintained itself remarkably well. 
In patients in whom the blood pressure drop- 
ped to a point where the physician (in con- 
trast to the patient) began feeling con- 
cerned, or in the rare cases where the hypo- 
tension did produce disabling effects, we 
would recommend the use of one of the ana- 
leptic drugs. (Drinalfa, Squibb trade name 
for desoxyn; Dexedrine, Smith, Kline & 
French trade name for dextro-amphetamine 
sulfate; Ritalin, trade name of Ciba Phar- 
maceutical for methyl-phenidylacetate; Mer- 
atran, Merrell trade name for pipadrol hy- 
drochloride). In cases where these did not 
prove effective or if there were contraindi- 
cations to their use, we have also found the 
anticholinergic drugs at times equally effec- 
tive. A combination of 1/100 gr. atropine 
and 3/8 gr. of ephedrine used TID is also 
useful. 

3. Drowsiness is also extremely common 
and here the same stimulant preparations 
have proved effective. In occasional cases 
glutethimide has seemed to relieve some of 
the drowsiness but in this respect it is in- 
ferior to the analeptics. 

4. Flushing is common on the initial use 
of the drug, especially if the intramuscular 
preparation is used. This does not warrant 
any special handling since, after the first 
few doses, the flushing no longer occurs. This 
is a normal pharmacological reaction. 

9). Fatigue, as distinct from drowsiness, is 
also common and here again the stimulants 
are the most adequate way for managing 
this condition. 

6. Nasal Stuffiness can be annoying at 
times and local treatment by means of a 
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nasal decongestent is recommended. We 
have used nephazoline. (Privine, Ciba Phar- 
maceutical Products.) If the condition per- 
sists over a long period it is recommended 
that the decongestents be used with caution 
(in accord with the statement of the man- 
ufacturers) because such preparations may 
cause a rebound congestion. 

7. Gastro-intestinal Symptoms. These usu- 
ally consist of mild cramps, diarrhea, nau- 
sea and occasionally vomiting. Under most 
circumstances these are self-limited but if 
they persist or are unusually severe it may 
be necessary to treat them actively. In 
some cases the glutethimide has proved ef- 
fective and in other cases the benztropine 
methanesulfonate (which has an anticho- 
linergic radical) has also served to alleviate 
or reduce the symptoms. The former drug 
seems to cause a reduction in the nausea and 
vomiting without effecting the cramps and 
diarrhea. If neither of these prove adequate, 
we have found the best method of treatment 
to be the anticholinergic drugs which are 
almost 100 per cent effective in relieving 
these symptoms. Belladonna, atropine or 
one of the synthetic preparations all seem 
equally effective. 

8. Dizziness. We have as yet found no 
individual preparation which seems useful in 
reducing this side effect. One of the drugs 
known to control motion sickness might be 
useful. We have not had occasion to evalu- 
ate the use of these, so this remains merely 
a possibility. 

9. Ptyalism. Some degree of drooling or 
excessive salivation is commonly found. The 
anticholinergics including benztropine meth- 
anesulfonate have proved most effective. One 
of us (E.G.) also reports success with 
glutethimide in some cases. 

10. Muscular Symptoms. Muscular cramps, 
twitching, and paresthesias are not infre- 
quent. In some cases these respond to the 
benztropine methanesulfonate if the symp- 
toms are limited to the cramps and twitch- 
ing. This drug seems to have little or no ef- 
fect on the paresthesias. The only prepara- 
tion which seems to effect the paresthesias 
at all are the anticholinergics and even there 
the results are unpredictable and not entirely 
satisfactory. 

11. Urinary Frequency. Benztropine meth- 
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anesulfonate has proved helpful at times in 
cases where this is a disturbing complaint 
but the anticholenergics seem the most effec- 
tive means of controlling this side effect. 

12. Edema. We®* have previously estimated 
that approximately 20 per cent of the pa- 
tients receiving intensive reserpine treat- 
ment develop edema of either the face or ex- 
tremities or both. Although this may be of 
minimal degree it may prove disturbing and 
uncomfortable to the patient. In some cases 
facial edema seems to subside after antihis- 
taminics have been given and the combina- 
tion of reserpine with an antihistaminic 
(such as Sandril with Pyronil by Eli Lilly & 
Co.) may be useful. The edema of the ex- 
tremities is not relieved by any specific phar- 
maceutical that we have as yet tested. 

13. Weight Increase. Many of the pa- 
tients on reserpine show a remarkable in- 
crease in their food consumption and de- 
scribe their appetites as “ravenous.” This is 
influenced to some degree by the analeptics 
but not as satisfactorily as in the control of 
appetite of patients not on reserpine. This 
is not always an undesirable side effect and 
there is a question as to whether any at- 
tempt should be made to reduce this partic- 
ular action of the drug. The concern is usu- 
ally esthetic although, occasionally, patients 
keep outgrowing their clothes which may be 
an economic problem. 

14. Thirst. We do not feel that the appe- 
tite gain is primarily due to increased thirst 
which occasionally occurs. There is no spe- 
cific treatment for this symptom. 

15. Parkinsonian Symptoms. These include 
all typical stigmata of parkinsonism and 
may even involve oculogyric crises. The oc- 
currence of this side effect is not an indica- 
tion for withdrawal or reduction of medica- 
tion unless the psychiatric condition has im- 
proved sufficiently. Both benztropine meth- 
anesulfonate and glutethimide help consider- 
ably in controlling these symptoms although 
they may not eliminate them entirely. One 
of us (J.B.) feels that glutethimide is not 
as satisfactory. We have not as yet run con- 
trolled studies to test the relative efficacy, so 
that at present it must simply be noted that 
this is our present experience. 

16. Dermatitis. Only one of us (N.S.K.) 
has seen a case which appeared to be an or- 
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dinary allergic sensitivity. This patient reg- 
ularly had recurrence of dermatitis when 
placed on the drug and remission when drug 
was discontinued. Much more frequent is 
the occurrence or accentuation of seborrheic 
dermatitis which occasionally involves the 
entire body. The antihistaminics seem to be 
of help in relieving the itching. Prome- 
thazine (Phenergan by Wyeth) was particu- 
larly effective in this respect. Treatment of 
the underlying condition with selenium sul- 
fide (Selsun by Abbott) has proved effective 
in clearing up the seborrhea. 

17. Eye Symptoms. These may consist of 
either pupillary dilation or constriction. In 
occasional cases midriathis has interfered 
with the functional activity of a person who 
must either read a great deal or use his eyes 
for other purposes (in one case an artist was 
unable to paint satisfactorily). In view of 
the pharmacology on cats this is a puzzling 
reaction since it is the opposite of the usual 
anticipated result. Very rarely one of the 
analeptics helps to reduce this condition but 
in a number of cases the simplest solution 
has been to have the patient fitted with tem- 
porary glasses which correct the defect. 
These can be discarded when treatment is 
completed. 

18. Impotence, : It is well to know that in 
males the drugs sometimes act to reduce 
both the sexual desire and functional capac- 
ity of the patient. In cases where it may 
cause concern it is perhaps wise to indicate 
to the patient that this is a possibility, since 
he may become very concerned and reluctant 
to mention it if he does not know that it may 
occur as a “natural” side effect. There is 
no specific pharmaceutical of use and if the 
condition is not self-limited (as it often is) 
the patient must patiently or impatiently 
wait until treatment is completed. 

19. Lactation. In occasional patients the 
reserpine will also induce lactation and this 
is particularly likely to give concern unless 
the physician is aware that this side effect 
can occur. There may be gynecomastic and/ 
or pseudolactation in both sexes. 

20. Menstrual Irregularities. Menstrual ir- 
regularities including menorrhagia, metror- 
rhagia, amenorrhea, etc., occur but are un- 
common. No systematic treatment for this 
Side effect has been developed. 
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21. Anorexia. Although infrequent in con- 
trast to an increase in appetite some pa- 
tients develop anorexia. Occasionally small 
doses of regular insulin used an hour before 
meals may help to correct this condition. In 
severe cases, it is sometimes necessary to 
discontinue treatment. 


22. Convulsions. In approximately one per 
cent of the patients convulsions have occur- 
red during the course of treatment. These 
are usually limited to a single convulsion 
during the first six weeks of treatment. No 
specific medication has been used since the 
attacks have not been repeated. In a pa- 
tient with a history of convulsions it might 
be wise to continue barbiturates during res- 
erpine treatment. 


23. Toxic Syndrome. It is possible to give 
an overdosage of reserpine. This usually oc- 
curs only at high limits after prolonged ad- 
ministration. Reduction of appetite after 
earlier increase, and organic type confusion, 
singly or in combination, may be indication 
that the drug is having a toxic effect. Treat- 
ment in this case is by reduction or with- 
drawal. Usually reduction will be sufficient 
to clear up the syndrome. This is usually 
not confused with the basic condition, since 
in most cases the patient has shown marked 
improvement and after a month or more of 
treatment the toxic syndrome begins to de- 
velop. 

24. Midbrain Syndrome. Very rarely the 
syndrome appears which involves the mid- 
brain with the development of hyperpyrexia, 
ocular palsies, decerebrate movement and 
other symptoms of like origin. Mental de- 
fectives appear particularly prone to the de- 
velopment of this condition and should be 
treated with caution and watched closely for 
early signs. This probably occurs only when 
there is pre-existing brain damage, anomaly 
or deficiency. No treatment beyond with- 
drawal of the drug is presently known. 


25. Reduced Resistance to Intercurrent 
Diseases. Patients being treated with reser- 
pine (and chlorpromazine) appear to have a 
lowered resistance to disease and require 
more vigorous treatment than would ordi- 
narily be the case. They tend to develop in- 
fections (pneumonic and other types) more 
easily than patients not under treatment and 
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larger doses of antibiotics or other medica- 
ments are required. If a cardiovascular con- 
dition is present, the patients seem to go 
into decompensation more easily and in gen- 
eral treatment more digitalis is required 
than would be the case for similar patients 
not under treatment. Another evidence of 
this is the frequency with which patients 
who are in bed for only a few days tend to 
develop marked trophic ulcers of the heels. 
These also are more resistant to treatment 
than is ordinarily the case. It may well be 
that some of the fatalities reported with pa- 
tients on reserpine who were given electric 
shock may be due to some inability to cope 
with stressful physiological conditions such 
as described here. We have no specific means 
of correcting this condition but merely cau- 
tion that patients on reserpine who develop 
intercurrent diseases of any type should be 
watched more closely. In occasional cases 
one of us (E.G.) has found glutethimide 
useful. In some patients where the drug was 
discontinued because of cardiovascular side 
effects they were given glutethimide then 
reserpine was resumed and successfully car- 
ried to completion. The mode of action of 
glutethimide is difficult to explain although 
the “antagonism” between reserpine and this 
drug may be due to the fact that glute- 
thimide is related to certain of the imides 
of glutaric acid, which have been shown 
(report by the Research Department of Ciba 
Pharmaceutical Products) to have antipar- 
kinsonian activity. 


Psychological Side Effects 

The psychological side effects are not 
listed in order of approximate frequency 
since it is easier to view them as a number 
of groups of symptoms rather than isolated 
occurrences. 

1. Lethargy. One of the marked benefi- 
cial effects of reserpine is that in many cases 
patients are able to “normalize” environ- 
mental situations to which they were hyper- 
sensitive. This state can pass from one of re- 
lief from external pressure to a type of “belle 
indifference” and finally to a point where 
the patient’s interest and concern with his 
environment becomes more reduced than is 
desired. In most cases these patients re- 
spond to stimulants. 
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2. Retardation. The lethargy may be ac- 
centuated to the point where patients are ac- 
tually retarded both physically and mentally. 
Their actions are slow, they have difficulty 
focusing on environmental stimuli and they 
appear somewhat dazed. Here again, the 
analeptics seem the best method of treat- 
ment although they are not so successful as 
in the treatment of lethargy. 

3. Withdrawal. At the extreme the pa- 
tient as a result of reserpine may put such 
psychic distance between himself and his en- 
vironment that he is almost out of contact. 
There is usually no other evidence of abnor- 
mal mentation or emotion. The analeptics 
are only occasionally and slightly of use. 
With a few patients glutethimide has seemed 
to relieve this side effect. If withdrawal oc- 
curs after the patient has already shown 
marked psychological improvement, it is re- 
commended that the dosage be reduced. 

4. Restlessness. Just as some degree of 
lethargy is evident in practically all patients, 
the same is true for a certain amount of 
restlessness. It is difficult to find a precise 
term to describe how these patients appear 
to feel but it is evident that many of them 
are discomforted and do not quite know 
what to do with themselves. This is true 
both in respect to psychological as well as 
physical behavior and not infrequently pa- 
tients are found pacing about since they 
have a need to be doing something and they 
find it difficult to sit still. This is quite dif- 
ferent from the rather aimless pacing which 
some schizophrenic patients demonstrate, 
since it is done with awareness that it is 
serving a purpose of relieving some sort of 
pressure. Both glutethimide and benztro- 
pine methanesulfonate have been used suc- 
cessfully although, one of us (E.G.) does not 
feel that the latter drug is as effective as the 
former. 

0. Agitation. The symptoms described 
above may become accentuated so that the 
response is more than mere restlessness. Or- 
dinarily the treatment is the same but if se- 
vere it is sometimes necessary to add hyos- 
cine. It is worth noting that barbiturates 
are not very effective. 

6. Turbulent Phase. We have described 
the nature of the turbulent phase elsewhere 
in the literature’ and this appears to be an 
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extreme expression of the same side effects 
described in the two previous items. Patients 
may become extremely disturbed physically, 
emotionally and mentally and what was for- 
merly a “quiet” psychosis may become very 
active. There is irritability and proneness 
to ‘‘act out” which occurs in the neurotic as 
well as the psychotic individual. There ap- 
pears to be a lack of awareness of dangers 
which results in injury-proneness. In the 
extremes of excitement the patients some- 
times require isolation for a short period. 
Benztropine methanesulfonate is the drug of 
choice for treatment in these situations. 
When the patient begins to “come out” of 
this phase his movement into the integra- 
tive period can be expedited by the use of 
glutethimide (which, however, is not very 
effective in dealing with the prior and more 
severe part of the turbulent phase). Both 
drugs are useful if the “equivalent” reactions 
occur in neurotics. 

7. Insomnia, It is not unusual, particu- 
larly at the lower doses, for patients to com- 
plain of insomnia. Of the preparations which 
we have described, glutethimide seems to be 
very effective and as many as three 1 gram 
tablets can safely be given (if needed) at 
the appropriate time. This is almost always 
effective. Benztropine methanesulfonate is 
effective when the insomnia is due to tension 
and restlessness associated with the turbu- 
lent period. 

8. Dreams and Nightmares. Dreams are 
more vividly recalled than is ordinarily the 
case and not infrequently seem to extend into 
the day, so that patients sometimes have 
difficulty shaking themselves free of the ex- 
periences of the previous night. Whether 
there is actually an increase in nightmares 
or merely that they are recollected more 
readily is difficult to determine. Not all of 
the dreams are unpleasant and frequently 
they are excitingly erotic in nature. 

9. Increased Eroticism. Not only the 
dream life but frequently the waking life is 
also characterized by greater than usual 
erotic feelings. This is in marked contrast 
to the patients developing impotence. This 
obviously can cause social complications at 
times but there appears to be no specific 
method of treatment. 

10. Anhedonia. This “lack of feeling” is 
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sometimes complained of by neurotic pa- 
tients on medication and also is not infre- 
quently noted after the psychotic patient is 
completely relieved of his abnormal mental 
content. The analeptics are moderately but 
not markedly successful in helping correct 
this side effect and one of us (E.G.) has had 
a few patients who seem to respond to sub- 
coma insulin in doses of 10 to 15 mg. daily. 
After the reserpine has been withdrawn for 
a period of several weeks, we have had some 
patients who were still suffering from an- 
hedonia and who then responded well to two 
or three electric convulsive treatments. 

11. Depression. There is little question 
that depression is seen more frequently in 
patients on reserpine than is prevalent in an 
equivalent population not on the drug. It is 
an open question as to whether the drug di- 
rectly produces this effect or merely unveils 
an underlying condition which was already 
present. We are currently evaluating some 
other alkaloids of Rauwolfia-serpentina to 
discover whether they have this same un- 
desirable side effect. Here again the analep- 
tics are only moderately successful and the 
sub-coma insulin found useful for anhedonia 
is not of much help. The best treatment 
would appear to be electric shock therapy 
given PRN. Often a single treatment is suf- 
ficient to relieve the depression. As de- 
scribed previously, it may be that reserpine 
treated patients are more susceptible to de- 
veloping apnea with ECT so that they must 
either be watched more closely or some time 
allowed to elapse between the giving of the 
reserpine and the electric shock. 

12. Suicides. Despite the increased inci- 
dence of depression we do not believe that 
the rate of suicide is increased above that 
found in an equivalent population not on res- 
erpine. Among the few suicides that have 
occurred there has been no prior evidence of 
depression either before or after treatment. 
In our own series the incidence of suicide 
among reserpine or chlorpromazine treated 
patients is no greater than among those pa- 
tients not treated with either of these medi- 
cations. 

Psychotherapy, in the broadest sense, is 
indicated throughout treatment. In the early 
stages, and particularly if the patient goes 
into a turbulent phase, reassurance is some- 
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times of great solace. In the integrative 
phase, group therapy, individual psychother- 
apy, occupational therapy, physical and re- 
actional therapy as well as total push should 
be utilized as the facilities of the institution 
or the patient’s environment permit. A ma- 
jor effect of the treatment is that many pa- 
tients are made amenable to therapy who 
previously could not be so treated. 


Side Effects of Combined Reserpine— 
Chlorpromazine Therapy 


Since chlorpromazine in the doses in which 
we have used it‘ acts primarily to potentiate 
reserpine the great majority of side effects 
are identical to reserpine alone and most of 
them also occur with chlorpromazine alone. 
In a number of respects, however, there are 
differences of degree and a few differences 
of kind. The following side effects we find 
to be less marked when combined treatment 
is used than when reserpine alone is used: 


a) generalized tremulousness 

b) gastro-intestinal symptoms 

c) muscular cramps, twitchings and paresthesias 

d) convulsions 

In the area of psychological side effects 
the following side effects are also reduced in 
degree of incidence or severity: 

a) restlessness 

b) turbulent phase 

c) insomnia 

d) anhedonic state 


The side effects of large doses of chlor- 
promazine are also reduced with the combi- 
nation and there do occur side effects as- 
sociated with chlorpromazine which do not 
occur with reserpine alone. It is our impres- 
sion that the size of the dose is irrelevant, 
so that even though as low as 50 mg. a day 
is all the chlorpromazine needed the inci- 
dence and nature of side effects (except for 
parkinsonism) are not different than at 1000 
to 1500 or more mg. 

1. Jaundice. It is our impression that the 
appearance of clinical jaundice occurs almost 
as soon as it can be detected by liver func- 
tion tests. The custom has been to regard 
a rising alkaline phosphatase as indicating 
a potential case of jaundice when the level 
reaches between 25 and 30. At this point 
some authorities recommend that medication 
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be discontinued. We have not experimented 
in sufficient detail to determine whether the 
patients who are not discontinued invariably 
go on to develop jaundice. Once jaundice 
has occurred it has been customary to dis- 
continue treatment and then later restart 
with a good chance that the jaundice will not 
occur a second time. In one or two cases we 
have carried treatment on despite mild jaun- 
dice and the side effect has eventually dis- 
appeared without necessitating withdrawal 
of the drug. That this could be done with 
more severe cases is very possibly the case 
but we have not yet had the courage to try it. 

2. Skin Reactions. These are best handled 
by preventing exposure to sunlight and 
treating topically when they are due to 
photosensitivity, The allergic type is treated 
topically without interruption of the drug 
therapy. 

3. Agranulocytosis—(two cases of which 
we have described in detail elsewhere) .° We 
believe this to be an absolute contraindica- 
tion for continuing chlorpromazine. In oc- 
casional cases we have had a marked leuco- 
cytosis which dropped off when the drug was 
discontinued. 


Summary of Side Effects and Their Manage- 
ment in Reserpine Treatment 


Twenty-five organic and a dozen psycho- 
logical side effects of reserpine treatment 
are described along with the treatment 
which has been found most effective. Modi- 
fications and additions when combined res- 
erpine-chlorpromazine treatment is used are 
detailed. 
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DISEASES OF THE NERVOUS SYSTEM 


Relationship of Ability to Verbalize to Toleration of 
Long Term Hospitalization 


ISABELLE V. KENDIG, PH.D., SOL CHAREN, PH.D., and Louis T. LEPINE 
Baltimore, Maryland 


I. Introduction: 

The high rate of irregular discharge 
among tuberculosis patients creates a seri- 
ous public health problem which has at- 
tracted the attention of many investigators. 
Recently Newman and Sparer* on the basis 
of their studies reached the conclusion that 
the patient who leaves the hospital against 
advice is among other things ‘“‘inadequate in 
language skills and lacks the verbal ability 
for expressing his psychological reactions.”’ 
If this were established it would have im- 
portant practical implications for hospital 
management and control. Certainly it is 
theoretically plausible, fitting in with cur- 
rent psychodynamic formulations. In view 
of the fact that Newman and Sparer present 
no substantiating data, however, it has 
seemed desirable to seek empirical confirma- 
tion of their position. 


II. Hypotheses: 


Newman and Sparer state that ‘inade- 
quate language ability in the patients would 
interfere with performance on the sentence 
completion test’”’ which was used by them, 
together with the Rorschach “to measure 
ability for verbalizing personal reactions.” 
Since sentence completion data was also 
available in our files, it was used to check 
the conclusions of Newman and Sparer. 
These conclusions translated themselves into 
the following specific hypotheses with re- 
gard to test behavior: 


I. that the irregular discharge group 
(a) 
(b) 


will complete fewer sentences 
will give briefer answers to those 
they do complete 


II. that the more an incomplete sentence 
tends to evoke responses which express feel- 
ings and emotions related to the experience 
of hospitalization for tuberculosis 


(a) the fewer and briefer the re- 
sponses it will elicit from the ir- 
regular discharge group 


(b) the greater will be the difference 
in response of the two groups. 


III. Method: 


Since all patients at the Baltimore Vet- 
erans Administration Hospital (tuberculo- 
sis) receive, two months after admission, the 
Madison Sentence Completion Test' devised 
by Calden for use with tuberculosis pa- 
tients, a great deal of data was available 
which lent itself admirably to analysis of 
the relative verbal ability of patients com- 
pleting hospital treatment as opposed to 
those leaving against advice. 


To secure a random sample, Madison Sen- 
tence Completion Test records of all the pa- 
tients from A to M who had left irregularly, 
were drawn from the files—a total of 38. 
The same number of cases was drawn from 
among those who had left the hospital with 
maximum hospital benefit. Since there were 
more who left ““MHB,” every third case was 
selected, covering the same range of the al- 
phabet. The number of words used to reply 
to every sentence was counted and recorded 
for each patient. This provided the raw 
data to be analyzed. 


The incomplete sentences were then ranked 
according to the degree to which they 
tended to evoke expressions of feelings or 
emotions relating to problems of hospitaliza- 
tion for tuberculosis. To achieve this, four 
psychologists and two social workers, all ex- 
perienced in working with tuberculosis pa- 
tients, were asked to rate each sentence on 
a four step rating scale having the following 
extreme categories: 


Category No. 1. This sentence prompts expres- 
sion in words, of feelings or thoughts pertinent to 
a problem area. Expression of such thoughts and 
feelings is the only really appropriate way to com- 
plete this sentence. 

Category No. 4. This sentence does not prompt 
expression of feelings or thoughts pertinent to prob- 
lem areas. Such expression would, in general, be 
an inappropriate way to complete it. 
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On the basis of the ratings obtained, forty- 
twoof the eightysentences on the MSCTwere 
eliminated because there was some disagree- 
ment among the raters as to which side of 
the neutral point (between the emotionally 
evocative and the non-emotionally evocative 
side) they fall. There was unanimous agree- 
ment among the raters on the placement of 
the remaining thirty-eight sentences, rela- 
tive to this neutral point. 

An analysis of variance, based on the num- 
ber of words used by each patient to each 
sentence, was the most appropriate way to 
test the hypotheses because it was necessary 
to take into account simultaneously the in- 
fluence of two variabies (type of discharge 
and degree of emotional evocativeness of 
each incomplete sentence). Since the vari- 
ances of the sentences differed widely, Bart- 
lett’s test for homogeneity of variance, as 
described in Edwards,’ was applied. The 
variances proved significantly different. At- 
tempting to rectify this by transformation 
of the scores, which would have involved 
approximately 3,000 transformations, was 
rejected as impractical. Instead a group of 
sentences was selected, without reference to 
their content or rated tendency to evoke 
emotional expressions, whose variances, by 
inspection, appeared to fall within the same 
range. Barlett’s test was then applied to 
these selected sentences with a resulting chi- 
square of 14.02 (P>.95 for 25 degrees of 
freedom) indicating that the variances 
could be considered homogeneous. Fortu- 
nately, the stimulus value of these sentences 
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adequately covered the entire range of emo- 
tional evocativeness. A list of the incom- 
plete sentences chosen with the average of 
their ratings is given in Table 1. The aver- 
aged ratings were utilized only to assign 
ranks on the variable under consideration. 


TABLE 1 
List of Incomplete Sentences 


Mean of Incomplete Sentence 
Ratings 
1.0 


a2 


My biggest fear 

I feel like going home when 

When the odds are against you 

I will leave the hospital if 

Having TB wouldn’t be so bad if 

When a patient is told he needs surgery 
When someone enters my room wearing 
a mask 

A good roommate is one who 

I like a nurse who 

The O. T. worker 

What really helps my cure the most is 
When I listen to the radio 

What I like best here is 


He 02 09 08 OO 60 all al al a 
4 oo “1 41 Ut ww & 


Oo 


*Mean of six ratings for each sentence based on 
the four point rating scale described in text. 

An analysis of variance based on response 
to these sentences was then carried out. The 
data were classified according to the dis- 
charge category of the subjects (38 in each 
group) and by rank of the 13 sentences. The 
design is that suggested by Edwards’ for 
repeated measurements on the same sub- 
jects. 

IV. Results and Discussion: 

The results of the analysis of variance are 

given in Table 2. Because the scores asso- 





TABLE 2 
Summary of Analysis of Variance of the Verbal Responsiveness of the MHB and Irregular 
Discharge Groups to Incomplete Sentences of Varying Emotional Value 


Source of Variation 
Between MHB and Irregular Groups ................ : 
Between Subjects in the Same Group ........... 


Between Sentences 
Interaction: Sentences by Discharge Groups 
Interaction: Pooled Subjects by Sentences .......... 


*Significant at the .01 level of confidence. 
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Sum of Degrees of Mean F 
Squares Freedom Squares 
146.92 1 146.92 2.45 
4437.50 74 09.97 
4584.42 75 
270.87 12 22.57 3.45* 
90.37 12 7.53 1.15 
9814.45 888 6.55 
6175.69 912 
10760.11 987 


The other F values are not significant. 
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ciated with the different sentences and the 
interaction between the sentences and the 
discharge category were based on repeated 
measurements of the same subjects, the 
pooled subject by sentence interaction mean 
square was used as the error term in F ra- 
tios involving these sources of variance. 

From Table 2 we can draw the following 
conclusions: 


1. There is no significant overall difference between 
the patients receiving regular, MHB discharges 
and those leaving irregularly in ability to ver- 
balize reactions to their hospital experiences, as 
measured by their response to selected items from 
the Madison Sentence Completion Test. Hypoth- 
eses Ia and Ib are therefore not supported by this 
data. 

2. As might be expected, the analysis reveals that 
the patients in both groups respond differently 
to the various selected sentences. This means 
only that there are statistically significant in- 
dividual differences in the power of the sentences 
to evoke responses, which hold over both groups. 
Hypothesis IIa implies that these differences are 
related to the degree of emotional stimulus value 
of the incomplete sentence. Whether this sug- 
gested relationship holds, can be seen from the 
rank order correlation coefficients between rank 
in emotional stimulus value and rank in mean 
number of words responded. For both groups 
combined, rho=—.39, for the MHB group rho= 

~.34, for the irregular group rho=—.35. The 
negative sign on the coefficients indicates that 
the direction of the relationship is contrary to 
that predicted by Hypothesis IIa. In short, the 
more an incomplete sentence tends to elicit ex- 
pression of emotional reactions to hospitalization 
the greater the verbal response in both groups, 
with negligible difference between them. There- 
fore Hypothesis Ila is not supported. 

Further evidence against Hypothesis Ila is 
found in the rank correlation of the difference 
between the groups in number of patients re- 
sponding to each sentence and the tendency of 
that sentence to evoke emotional expression. 
Rho=.10 which is quite negligible. This carries 
more weight in view of the fact that there is no 
particular relationship between the number of pa- 
tients in each group who responded to each sen- 
tence, rho=—.13. 

. There is no significant interaction between the 
tendency of the sentence to evoke expression of 
emotion and the discharge category. This means 
that as the incomplete sentences increase in their 
ability to evoke expressions of emotion, there is 
no corresponding significant increase or decrease 
in the difference in the verbal responsiveness of 
the two groups. Hypothesis I%b is, therefore, not 
supported. 

Certain other evidence on the points at 


issue may also be marshalled. The Mann- 
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Whitney tesi, applied to rankings of the pa- 
tients according to the total number of re- 
sponses each gave over the entire 80 sen- 
tences, disregarding their stimulus value, in- 
dicates that the distributions do differ sig- 
nificantly with the irregular discharge group 
tending to complete fewer sentences (P< 
.036 for a one-tailed test of the hypothesis). 
While this supports Hypothesis Ia, consid- 
eration of other evidence leads to an inter- 
pretation essentially different from that of 
Newman and Sparer. First, the analysis of 
variance provided contrary evidence. Sec- 
ond, the number of words used overall by 
each group, when allowance is made for the 
number of sentences not completed at all, 
do not differ significantly. Third, the fre- 
quency distributions of the total number of 
sentences responded to show the familiar J 
curves of conformity. These curves, which 
are typical in data describing conformity of 
groups to various social institutions, also de- 
scribe the response of the patients to the 
Madison Sentence Completion Test, with the 
frequency curve for the irregular group 
showing less conformity. This suggests that 
the significant difference in distributions re- 
flects, in the irregular discharge group, a 
tendency to non-conformity, rather than to 
inadequacy in language skills or to inability 
to express emotional reactions to hospitali- 
zation. That is, the patients who leave 
against advice conform less well to the re- 
quest that they fill out the sentence comple- 
tion form just as they conform less well to 
the expectation of society that they remain 
in the hospital until fully treated. 

In order to test this interpretation of the 
patients’ behavior in terms of conformity or 
cooperativeness, it was decided to investi- 
gate the relationship between complete re- 
fusal to cooperate in taking the Madison Sen- 
tence Completion Test and irregular dis- 
charge. To do this all patients who had 
been given an opportunity to take the test 
were classified as to whether they had made 
some effort to fill out the form or whether 
they had rejected it completely. Excluded 
from this latter group were those who had 
legitimate physical reasons for not taking 
the test (too ill, blind, paralyzed, etc.). Also 
excluded from the comparison were patients 
whose discharge from the hospital did not 
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fall into either the MHB or irregular dis- 
charge category (for example, patients who 
died in the hospital or who were transferred 
to other institutions). The classification of 
the remaining 570 patients according both 
to type of discharge and acceptance or re- 
fusal of the test is given in Table 3. (The N 
for those accepting the test differs from that 
implied in the samples drawn for the analy- 
sis of variance because this data was taken 
from the files nine months after the samples 
were drawn. ) 


TABLE 3 
Classification of Patients According to Dis- 
charge Category and Refusal or Accept- 
ance of the Madison Sentence Completion 
Test. 


Test Behavior Type of Discharge 

MHB Irregular Total 
Accepted ........ 375 101 476 
voi: | esas ees 57 37 94 
‘i C2. Fee eeeeeres 432 138 570 


The chi-square for the relationship of co- 
operativeness in taking the test to type of 
discharge received is 14.08 which is signifi- 
cant at beyond the .01 level of confidence for 
one degree of freedom. From this we may 
conclude that there is indeed a reliable re- 
lationship between these variables. The de- 
gree of this relationship is reflected in the 
fact that among those patients who take the 
test the irregular discharge rate is 21%, 
whereas among those patients who refuse 
the test the irregular discharge rate is 39%. 

This result clearly supports the hypothe- 
sis derived from the previous analysis, viz. 
that non-conformity is an important factor 
underlying irregular discharge. Further in- 
vestigation is, of course, necessary, utilizing 
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various measures of “non-conformity” to 
clarify more fully its meaning in this hospi- 
tal situation, and to apply more refined 
measures to the prediction not only of type 
of discharge, but to the length of hospitaliza- 
tion likely to be tolerated before the patient 
leaves against advice. 


V. Summary and Conclusions: 


An analysis of variance of the number of 
words used to complete selected sentences 
having different degrees of emotional evoca- 
tiveness was done, using data from the Madi- 
son Sentence Completion Test for tubercu- 
losis patients, for a group of patients (N= 
38) who left the hospital irregularly, and a 
group of patients (N=38) who completed 
hospital treatment to the satisfaction of the 
medical staff. 

The results offer no support for the con- 
clusion of Newman and Sparer that the pa- 
tient who leaves against advice is “inade- 
quate in language skills and lacks the ability 
for expressing his psychological reactions.” 
On the other hand there is some evidence 
that a general tendency not to conform may 
be operative among those who leave irregu- 
larly. More intensive investigation of this 
finding is, of course, in order. 
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Ritalin and Serpasil in the Treatment of 


Parkinson’s Disease 


LEONARD I. LAPINSOHN, M.D. 
Philadelphia, Pennsylvania 


The treatment of parkinsonism is at times 
extremely difficult because of the effects of 
the disease, both directly and indirectly, on 
the emotions and mood. The drugs used in 
this condition are often pushed to tolerance 
in order to get full therapeutic effect, creat- 
ing clouding of consciousness and reduction 
in the efficiency of the perceptive and aper- 
ceptive faculties, This results in an increase 
in anxiety and perplexity with a reactive de- 
pression being a not uncommon concomi- 
tant. The psychic disorder often produced 
by the disease and its treatment invariably 
aggravates the organic symptoms which in 
turn aggravate the psyche initiating a vi- 
cious circular reaction which is often the 
main deteriorative force in this disease. 

In the past, the use of barbiturates, bro- 
mides, chloral, and other sedatives has been 
of little use as adjuvant therapy in regard 
to the problem stated. With the advent of 
Thorazine, Serpasil, and the newer tranquil- 
izers, a definite step has been taken in this 
direction. However, their use has been dis- 
appointing in several respects. Thorazine, 
although useful in ameliorating the insom- 
nia found in Parkinsonism, is of little im- 
provement over the usual sedatives in com- 
bating the psychic symptoms found as ag- 
gravating influences. From my own expe- 
rience, it often causes an intensification of 
the most annoying symptoms of clouding of 
mentation and visual disturbances found as 
side effects with the anticholinergic drugs 
used in treatment. Serpasil has proven to be 
of value as a tranquilizer in this condition, 
but it often has depressive side effects. The 
use of an adjunct to combat the depressive 
tendency found in using Serpasil would ap- 
pear to be helpful in creating a tranquilizing 
combination, This paper concerns itself with 
the use of such a preparation. The drug used 
with Serpasil is Ritalin. Ritalin has proper- 
ties which make it of value, not only in com- 
bating the possible depressive effects of Ser- 
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pasil, but also has independent adjunctive 
therapeutic advantages in that it potentiates 
the parasympathicolytic action of other 
drugs and may have an independent action 
in ameliorating tremor. A summary of its 
most outstanding pharmacological properties 
is presented below. 


Ritalin is chemically methyl alpha phenyl- 
2-piperidineacetate hydrochloride. It is water 
soluble and forms two racemates differing 
greatly in intensity of effect. The active 
racemate is the meso form which is known 
in the pure state as Ritalin. The substance 
has a psychomotor stimulating effect proven 
in animals by general restlessness, a coordi- 
nated increase in mobility, and an urge to 
eat or gnaw without becoming snappish or 
aggressive. The reaction noted depends on 
the dose, the individual animal, the species, 
and subsides leaving only fatigue, If given 
increased doses, an ataxic gait and tonic 
clonic convulsions can be produced. The in- 
crease in mobility observed can be increased 
by atropine and decreased by Regitine. Phen- 
obarbital blocks the analeptic action of Rit- 
alin, but under certain conditions may stim- 
ulate the increased motoricity. Pentothal has 
little influence on this analeptic action with 
choral, urethane, and other barbiturates in- 
termediate as regards this effect. Serpasil 
has a definite blocking effect on the increased 
motor function induced by Ritalin. 

Ritalin stimulates respiration and also 
causes a prolonged moderate rise in blood 
pressure with little or no effect on peripheral 
circulation. There is a tachyphylactic reac- 
tion in this regard. Its peripheral sympathi- 
comimetic reaction is not marked. Ritalin 
has little or no effect on appetite, speeds up 
the normal EEG rhythms, and reduces the 
Parkinson-like tremor produced in monkeys 
by electrical coagulation of certain areas of 
the brain stem. As regards its effect, the 
drug may be classified somewhere between 
amphetamine and caffeine. 

As can be seen, Ritalin is directly antago- 
nistic to the psychomotor depression often 
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caused by Serpasil; it potentiates the action 
of the parasympathicolytic drugs used in 
Parkinsonism, and apparently can directly 
ameliorate tremor. Thus, when used with 
Serpasil as a tranquilizer, the combination 
should be of definite use as an adjunct in 
the treatment of this condition. 


Using 0.25 milligrams of Serpasil and 5 
milligrams of Ritalin t.i.d. to q.i.d., in con- 
junction with the basic drugs used in treat- 
ment, a definite improvement in the clinical 
condition of 90% of 18 institutionalized and 
private cases suffering from post-encepha- 
litic parkinsonism was noted. All the pa- 
tients had been on therapy prior to its use, 
and had reached a plateau as regards sta- 
bilization of clinical symptoms. With the 
adjuvant treatment, an improvement in 
mood, psychomotor drive, and mental] func- 
tioning was noted along with reduction in 
rigidity, tremor, occurrence of oculogyric 
crises and salivation. Patients who had pre- 
sented acute problems in management due 
to anxiety and agitation and its indirect in- 
fluence on the clinical effects of the disease 
were improved to the point of patient becom- 
ing cooperative and happy with the resultant 
amelioration of subjective and objective 
symptoms. Several patients complained of 
severe nausea and severe nasal stuffiness 
and were taken off the drug, A week to ten 
days’ administration was often necessary be- 
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fore seeing any improvement and its effects 
lasted for approximately this time when the 
patients were taken off the drugs. Placebo 
medication did not reproduce the improve- 
ment. Raising or lowering either the Ser- 
pasil or Ritalin dose of the combination may 
accentuate one or the other drug effect. 

In summary, I wish to state that this pre- 
liminary study would suggest that this com- 
bination, i.e., Ritalin and Serpasil, has a 
place as an adjunct in the treatment of par- 
kinsonism and should be given a trial in 
those cases where psychic effects, such as 
anxiety, agitation, depression, and decreased 
psychomotor activity are causing an aggra- 
vation of the organic clinical symptoms with 
the pernicious circular effect this aggravat- 
ing influence is capable of setting in motion. 


Author’s Note: Ritalin and Serpasil used in this 
study are manufactured by Ciba Pharmaceutical 
Products, Inc., Summit, N. J. 
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Child psychiatrists, particularly those in private 
practice often encounter emotionally disturbed and 
neurotic children. Existence of true psychosis in 
children is denied by many experts, but authorities 
such as Doctors Bender and Kanner have described 
the syndrome of childhood schizophrenia and early 
autism. Psychotic episodes incident to organic 
brain disease are known to occur. Psychosis in 
childhood, however, is comparatively rare but con- 
tributes to the number of children admitted to in- 
stitutions. 

Read at the Meeting of Eastern Research Assn., 
held at Kings Park State Hospital, Apr. 5, 1956. 
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At Kings Park, we receive children representing 
all categories of mental disorders occurring in child- 
hood. For the past two years the majority of girls 
admitted were children with organic brain damage. 


The life histories of our children regardless of 
diagnosis, show the characteristic combination of 
factors which are considered important genetic and 
dynamic determinants for their behavior deviations. 
Deprivation of love, parental neglect, cruelty, in- 
consistency are a frequent group of factors. Over- 
protection, parental ambition beyond the child’s ca- 
pacities, sibling rivalry form another group of fac- 
tors detrimental to healthy development of the per- 
sonality of the child. Children exposed to such trau- 
matic experiences have never felt secure and there- 
fore they have become distrustful. When with other 
children and adults they sense the difference and 
feel even more rejected and lonely. Aggression and 
resentment become a means of compensation. In 
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their vain struggle for recognition and self-assertion 
constant failure perpetuates itself. One wrong step 
leads to a greater mistake and in some cases, to 
serious delinquent acts. These children in whom 
environmental situations can be made largely re- 
sponsible for the behavior difficulties are the so- 
called primary behavior disorders. If not helped in 
time, they may grow up to full-blown psychopaths. 

Infectious illnesses, head trauma, are the factors 
most frequently responsible for organic brain dam- 
age in children. The behavior difficulties in these 
children are easier to understand and sympathy is 
more readily extended to them than to the so-called 
primary behavior disorders, where the cause is not 
so obvious. Mental retardation, convulsions, fre- 
quently associated, are further handicaps for the 
brain damaged child. Frustration, rejection and iso- 
lation at home, in school and in the community 
lead to similar conduct disorders as observed in en- 
vironmental behavior problems. In contrast, the 
schizophrenic child tries to solve his conflicts by 
withdrawal in a world of phantasy. This child may 
range from a state of complete indifference and 
passivity to sudden explosive, impulsive behavior. 
The autistic child as described by Dr. Kanner, is 
considered only a sub-group of schizophrenia. Fi- 
nally, we observe children who show the syndrome 
of childhood schizophrenia, as Dr. Bender sees it, 
with hyperkinesis, the characteristic play-pattern 
and certain vaso-vegetative disturbances. Quoting 
Dr. Bender, “‘Disturbances in identification processes, 
that is, the difficulty of identifying oneself and ther- 
eby relating to the rest of the world, is the essential 
psychological problem. The resulting anxiety is a 
reactive problem and the symptom formation is re- 
lated to both.” 


We are frequently asked if the emotionally dis- 
turbed child with behavior difficulties should be con- 
sidered mentally ill. I do believe that such children 
are mentally ill. Probably when functioning is in- 
terfered with to such a degree that adjustment at 
home, in school and in the community is no longer 
possible, the more accurate term would be psy- 
chotic. In a child, even more than in the adult, the 
distinction between emotional difficulties, neurotic 
behavior and psychotic manifestations is one of de- 
gree rather than of kind and essence. Another ques- 
tion frequently asked whether these children belong 
in state hospitals. This is not the proper type of 
institution, but there are few other facilities in the 
communities for them. 


Kings Park was not originally equipped to deal 
with children and we still meet with physical and 
other limitations in our set-up. To organize a ther- 
apeutic and educational program designed to reach 
all these children is extremely difficult. We have 
tried to create in the girls’ unit what I would like 
to call a therapeutic atmosphere. We have attempted 
to be permissive and directive at the same time. 
Our employees have been selected as carefully as 
possible choosing people who are warm and sympa- 
thetic and have understanding of the problems. To 
give the child affection, security and a feeling of 
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belonging, which in many cases he has never ex- 
perienced, was an important goal. Our program 
was planned to stimulate the child by achievement 
and acceptance in the group. It includes school 
which alternates with arts and crafts classes and 
there is a variety of recreational activities. We 
have started a Girl Scout program and several vol- 
unteer groups from nearby communities assist us. 


The work of these volunteer groups could be con- 
sidered a social relationship group therapy. By giv- 
ing gifts, treating the children, by group playing, 
it has been possible to include at times even the 
more disturbed and aggressive children who could 
not be reached otherwise. 

Group therapy was done with the adolescent girls 
with true behavior disorders. The focus of the 
group was rebuilding the reaction patterns in the 
direction of more acceptable behavior. The leaders 
of the groups were chosen by the girls, the writer 
limiting herself mainly to giving interpretation. I 
believe that the group presented to these girls, a 
miniature of a non-threatening society. There was 
no need for aggression which was the usual defense 
mechanism for these girls. Play therapy on a lim- 
ited scale was used for the small children. Electro- 
shock therapy was rarely applied and a few selec- 
tive cases of adolescent girls were referred to the 
insulin service. More recently, we gave Thorazine 
and Serpasil to the hyperactive, organic and pri- 
mary behavior disorders including a few epileptics 
who showed marked emotional overlay. Our results 
with Thorazine were better than with Serpasil. 


Here are figures to illustrate the relationship of 
returns to the community and of admissions, etc.: 


N oD = ie) 
Annual Period (Beg. March) 3 cH cH 3 
Number of children admitted 

(under 16 years of age) ........ 42 20 9 12 
Number of children placed on 

convalescent Care ...........00...066 gis. 32 21 15 
Number of elopements .............. 9 0 0 0 
Number of returns from con- 

VAlOSCONE CATO. c.ccscicdes ccccdeccesesss 42 3 6 5 
Number discharged outright .... — 1 i! 
Discharged and certified to Wil- 

lowbrook State School .......... - -- 4 3 


The mental-defective child, once the psychotic epi- 
sode has cleared can be transferred to a state school. 

I believe that the comparatively high number of 
returns to the community is due to the fact that 
these children for the first time in their lives, found 
acceptance, companionship and had the opportunity 
to form more dependable adult relationships. The 
program they participated in was geared as much 
as possible to their individual needs, abilities and 
special interests. 

Because of lack of time, the children did not have 
sufficient intensive psychotherapy, did not in fact, 
receive too much individual attention. Perhaps it 
would be correct to assume that individual needs 
were compensated by a feeling of belonging and 
the satisfaction which is derived from the capacity 
to adapt and conform. 
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NOVEMBER 


BOOK REVIEWS 


DOCTOR AND PATIENT AND THE LAW: By Louis 
J. Regan, M.D., LL.B., Member State Bar of Calli- 
fornia, Professor of Legal Medicine, College of 
Medical Evangelists; Clinical Professor of Foren- 
sic Medicine, School of Medicine, University of 
Southern California. Cloth. Pp. 716. $12.50. Third 
Edition. The C. V. Mosby Company, St. Louis, 
Mo. 1956. 


In the conduct of his profession the physician's 
obligations are bound up with many and involved 
aspects of legal responsibilities both in respect of 
his patient and of the locality wherein he engages 
in his professional practice. To avoid the risk of 
involvement and to keep clear of legal breaches, it 
is prudent for the physician to consider these con- 
tingencies by acquiring a general understanding of 
the principles of medicine and their interrelation 
with the many-sided principles of legal precepts. 

In furtherance of such guidance, the author has 
outlined the medicolegal principles and has method- 
ically illustrated by the use of legal citations and 
examples for clarification, the distinguishing propo- 
sitions of law and their application to principles 
governing conduct, action and procedures where 
medical comportment calls for conformity with the 
law. 

Legal medicine can contribute much toward the 
administration of justice and by virtue of its na- 
ture, involves the physician’s scientific contribu- 
tions to the studies of forensic pathology and psy- 
chiatry. The physician’s interests equally involve 
a consideration of the problems flowing from his 
peculiar duties, privileges and responsibilities which 
legally devolve upon him and his relationship to his 
patient. 

The book deals with the latter phases and pro- 
vides in plainly couched language an integrated 
and knowledgeable understanding of the intricacies 
of the statutes and related court decisions in both 
State and Federal jurisdistions. Herein the author 
has included the role which falls to the physician 
in situations involving adoption, abortion, commit- 
ment, artificial insemination, workmen’s compensa- 
tion, narcotics, the reporting of vital statistics, com- 
municable diseases, etc. The book allots consider- 
able space to the intriguing topic of malpractice 
and the author ingeniously outlines the patient’s 
interest therein, and the likelihood of the physician’s 
involvement in the occupational hazard of an un- 


justifiable suit for damages. The author concludes 
with a malpractice program which offers practical 
guidance to assist the physician toward a recogni- 
tion of his duties, limitations and what may be ex- 
pected of him, and toward an effective understand- 
ing of how to govern and protect himself under 


the law. 
Lewis J. Siegal, M.D., LL.B. 


BING’S LOCAL DIAGNOSIS IN NEUROLOGICAL 


DISEASES: By Webb Haymaker, M.D., Professor 
of Neurology, Georgetown University School of 
Medicine, Washington, D.C. Cloth. Pp. 478 with 
28 illustrations. The C. V. Mosby Company, St. 
Louis, Mo. 1956. 


In its present fourteenth revision, this edition is 
a markedly amplified presentation of the original 
treatise of Bing’s compendium of clinical neurology. 
Although it continues to retain its didactic format 
it remains weighted with unspeculative matter. 


The book combines the fundamentals of neuro- 
anatomic principles wih those of clinical case ma- 
terial, and in a direct manner appraises through 
the clinicopathologic approach, the localization of 
brain and spinal cord lesions. 


The illustrations, some of which have been drawn 
in color, are in excess of 200, are replete with photo- 
graphs of clinical cases as well as of pathological 
case material. The volume concludes with two 
chapters, one of which is on x-ray localization of 
intracranial lesions through plain film as well as 
pneumoencephalographic and angiographic media; 
and the reproductions of a variety of neoplastic con- 
ditions merit special mention because of their clar- 
ity and vivid photographic portrayal. The closing 
chapter discusses the present concept of the in- 
fluence of cerebral tissue activity upon electroen- 
cephalographic tracings and evaluates their cor- 
relative approach to clinical manifestations, in the 
light of their use in cerebral lesion localization. 

The bibliography, which precedes a well system- 
atized index, is sufficiently lavish to serve the most 
intent investigator of the subject. The book well 
merits the perusal of the specialist as well as of 
the general physician concerned within the domain 
of neurodiagnosis. 


Lewis J. Siegal, M.D., LL.B. 





366 




















BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Occupation under a trained therapist, diversions and outdoor activities. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


























A private hospital devoted to the diagnosis and treatment of mental and 
nervous illnesses. All accepted psychiatric and mental therapies. 
Beautiful grounds on the Detroit River. 

7850 EAST JEFFERSON STREET — DETROIT 14, MICHIGAN 


Telephone: LOrraine 7-7100 


ST. CLAIR HOSPITAL 


Registered by A.M.A. Licensed by Michigan State Hospital Commission 
Fully accredited by the Joint Commission on Accreditation of Hospitals. 





























HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOK€E, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 
GEORGE S. HUGHES. M.D. ROBERT ISENMAN, M.D. 
LEO H. BERMAN. M.-L. JOHN D. MARSHALL, JR., M.D. 


ALFRED BERL, M.D. BLANCHE GLASS, PH.D. 
LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 











—— 





367 














GLENSIDE 


JAMAICA PLAIN, BOSTON 30, MASS. 


A small, attractively located sanitarium for nervous, mild mental 
or chronic illnesses. 


DORIS M. HORWOOD, Superintendent — RUTH M. CROSSFIELD, M.D.. Medical Director 


6 Parley Vale Tel. Jamaica 0044 

















sopepos HILLCREST HOSPITAL JU st. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 




















P I N E W O O D msg ong Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Katonah 4-0775 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinieal conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4.43700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 











368 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base 


ea 
For making Burow’s Solution 
XIV 


WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 
Calcium Acetate) 
POWDER IN ENVELOPES 
— TABLETS — 

For treatment of Swellings, 
Inflammations, Sprains 
Reciiell 


For Pulmonary Conditions 


“ne a TRANSPULMIN® 


d iptio 
ctl 
t All Prescr'P 3% solution Quinine with 
2'/2% Camphor for Intra- 
muscular Injection. 
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ease 























anxiety 
IS part 
of 


every illness: 


In physical sickness, anxiety is often a curtain 
between patient and physician. For anxiety 
adds to the stress of illness. In every practice, 
it is a potential source of uncertain progress, 
impaired rapport, and intensified symptoms.! 





To improve the atmosphere for treatment in 
physical sickness, Equanit offers a calming ac- 
tion on both mind and muscle. It is a specific 
anti-anxiety agent—promotes equanimity, re- 
lieves muscle tension, and encourages normal 
sleep. 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


1. Braceland, F.J.: Texas State J. Med. 51 :287 (June) 1955. 
2. Lemere, F.: Northwest Med. 54 :1098 (Oct.) 1955. 


Lua 








® 
Philadelphia 1, Pa 


MEPROBAMATE 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


anti-anxiety factor with muscle-relaxing action 


